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K0000
A Life Safety Code Recertification K0000 This Plan of Correction does not
. constitute an admission or
and State Licensure Survey was )
) agreement by the Provider of the
COI’IdUCted by the Ind'ana State truth of the facts a"eged or
Department of Health in conclusions set forth in this
accordance with 42 CFR 483.70(a). Statement of Deficiences. This
Plan of Correction is prepared
soley because it is required by
Survey Date: 05/10/12 State and Federal law.Date of
Compliance 5/28/2012
Facility Number: 000250
Provider Number: 155359
AIM Number: 100289980
Surveyor: Amy Kelley, Life Safety
Code Specialist
At this Life Safety Code survey,
Riverbend Health Care Center was
found not in compliance with
Requirements for Participation in
Medicare/Medicaid, 42 CFR
Subpart 483.70(a), Life Safety
from Fire and the 2000 edition of
the National Fire Protection
Association (NFPA) 101, Life Safety
Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410
IAC 16.2.
This one story facility was
determined to be of Type V(111)
construction and was fully
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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sprinklered. The facility has a fire
alarm system with smoke
detection in the corridors and
areas open to the corridors. The
facility has a capacity of 66 and
had a census of 42 at the time of
this survey.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 05/15/12.

The facility was found not in
compliance with the
aforementioned regulatory
requirements as evidenced by the
following:
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K0064 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.741. 19.3.5.6, NFPA 10
Based on observation and K0064 K 0064 Fr’]ortable fire ted ang 05/28/2012
interview, the facility failed to extinguishers are proviced an
) ) inspected monthly1. All portable
inspect 1 of 1 K class fire fire extinguishers in facility were
extinguishers and 1 of 1 beauty reviewed for monthly inspection,
shop fire extinguishers each dates Che';',‘t?d af’,‘d initials of
person auaiting tTire
month. NFPA 10, Standard for extinguishers. 2 Maintenance
Portable Fire Extinguishers, Director educated on Monthly
Section 4-3.4.2 requires fire Portable Fire Extinguisher Policy
extinguisher inspections at least and Pr.ocedur?'?" Adm.'n'Strator
. or designee will do audits weekly
monthly with the date of times 4 weeks, then monthly
inspection and the initials of the times 3 months. 4. Results of
person performing being ::esfe ClhteC;S ‘I’(Vi:\'/lbe forward;ed to
recorded. In addition, NFPA 10, © facility Risk Managemen!
] : ) . Quality Improvement Committee
Section 4-2.1 defines inspection for further review and
as a "quick check" to ensure the recommedations, until 100%
fire extinguisher is available and compliance is acheived times 3
. - . months.
will operate. It is intended to give
reasonable assurance the fire
extinguisher is fully charged and
operable, verifying it is in its
designated place, it has not been
actuated or tampered with and
there is no obvious physical
damage or condition to prevent its
operation. This deficient practice
could affect any number of
residents in the beauty shop as
well as any number of kitchen
staff.
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Findings include:

Based on observations with the
Maintenance Supervisor on
05/10/12 from 10:15 a.m. to
10:30 a.m., the monthly
inspection tag for the K class fire
extinguisher lacked
documentation of a monthly
inspection for months of January
through March 2012, and the
beauty shop fire extinguisher
lacked documentation of a

monthly inspection for the months
of February and March 2012. This

was acknowledged by
Maintenance Supervisor at the
time of the observations.

3.1-19(b)
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